"PATIENT INFORMATION

SS/HIC/Patient ID #

Hf;; Relationship to Patient

“] Insurance Co.

i Patient Name
; Last Name

First Name

Middle Initial

|| Is patient covered by additional insurance? []Yes

/ Address
City

1 Subscriber's Name

State

E-mail

'f,}k, Relationship to Patient

Sex (M [F Age

Birthdate

(] Married (] widowed [ Single

[ Separated [ Divorced [ Partnered for

Occupation

[J Minor

years

| Insurance Co.

Group #

:f | ASSIGNMENT AND RELEASE
| | certify that I, and/or my dependent(s), have insurance coverage with

Patient Employer/School

Employer/School Address

Employer/School Phone (

Spouse’s Name

Birthdate

SS#

Spouse’s Employer

Whom may we thank for referring you?

INSURANCE

Who is responsible for this account?

Group #

[ No

Birthdate SS#

and assign directly to

Name of Insurance Company(ies)

Dr. all insurance benefits,
1 if any, otherwise payable to me for services rendered. | understand that | am

financially responsible for all charges whether or not paid by insurance. |

| authorize the use of my signature on all insurance submissions.

| The above-named doctor may use my health care information and may disclose
:| such information to the above-named Insurance Company(ies) and their agents
:] for the purpose of obtaining payment for services and determining insurance

benefits or the benefits payable for related services. This consent will end when

1 my current treatment plan is completed or one year from the date signed below.

Signature of Patient, Parent, Guardian or Personal Representative

Please print name of Patient, Parent, Guardian or Personal Representative

Date Helatlonshlp to Patient

Home Phone ( )

Cell Phone ( )

| Date

Best time and place to reach you

IN CASE OF EMERGENCY, CONTACT
Name

Relationship

Home Phone (

Work Phone (

ACCIDENT INFORMATION

Is condition due to an accident? [ ] Yes [ ] No

] Type of accident [ ] Auto [JWork [JHome []Other

To whom have you made a report of your accident?
I [J Auto insurance [ ] Employer [JWorker Comp. []Other

] Attorney Name (if applicable)

Reason for Visit

When did your symptoms appear?

Is this condition getting progressively worse? [] Yes

Type of pain: [] Sharp ] Dull

[JBurning [JTingling []Cramps

How often do you have this pain?

ONo
. Mark an X on the picture where you continue to have pain, numbness, or tingling.
Rate the severity of your pain on a scale from 1 (least pain) to 10 (severe pain)

[J Throbbing [] Numbness [] Aching
[] stiffness

[JUnknown

[] Shooting
[1Swelling [] Other

Is it constant or does it come and go?

Does it interfere with your [ Work  [] Sleep

] Daily Routine

[ Recreation

Act|V|t|es or movements that are palnful to perform D Slttlng O Standmg |:] Walkmg D Bendlng O Lymg Down




HEALTH HISTORY

What treatment have you already received for your condition? [] Medications

[J None ] Other

[J Surgery [ Physical Therapy

[] Chiropractic Services

Name and address of other doctor(s) who have treated you for your condition

Date of Last: Physical Exam Spinal X-Ray Biood Test

Chest X-Ray

Spinal Exam Urine Test

Dental X-Ray MRI, CT-Scan, Bone Scan

Place a mark on “Yes” or “No” to indicate if you have had any of the following:

AIDSHIV [JYes
Alcoholism ] Yes
[OYes
[JYes
[dYes
(JYes
[JYes
[JYes
[OYes
[OYes
OYes
[1Yes
(JYes
(JYes

Allergy Shots
Anemia
Anorexia
Appendicitis
Arthritis
Asthma
Bleeding Disorders
Breast Lump
Bronchitis
Bulimia
Cancer
Cataracts

Chemical
Dependency

Chicken Pox

[JYes
[Yes

EXERCISE
[J None

[ Moderate
(] Daily
] Heavy

[INo
[INo
O No
[ONo
[ No
I No
[JNo
[JNo
[JNo
[ONo
[JNo
[ONo
[INo
O No

O No
[ONo

Diabetes
Emphysema
Epilepsy
Fractures
Glaucoma
Goiter
Gonorrhea
Gout

Heart Disease
Hepatitis
Hernia
Herniated Disk
Herpes

High Blood
Pressure

High Cholesterol
Kidney Disease

[dYes
[Yes
[OYes
[JYes
[OYes
OYes
[JYes
[OYes
[OYes
[OYes
O Yes
[ Yes
[JYes

[JYes
OYes
Yes

WORK ACTIVITY

[ Sitting

[ Standing

[ Light Labor
[] Heavy Labor

[ No
[ONo
[JNo
O No
O No
[ No
[ No
O No
I No
(I No
O No
[INo
[J No

[ No
O No
ONo

[OYes
[ Yes
Migraine Headaches [] Yes
[OYes
O Yes
[OYes
OYes
[JYes
[JYes
Parkinson’s Disease [] Yes
[Yes
[JYes
[Yes
[OYes
[OYes
[OYes

Liver Disease
Measles

Miscarriage
Mononucleosis
Multiple Sclerosis
Mumps
Osteoporosis
Pacemaker

Pinched Nerve
Pneumonia

Polio

Prostate Problem
Prosthesis
Psychiatric Care

Rheumatoid Arthritis [] Yes

HABITS
[J Smoking

[J Alcohol
[] Coffee/Caffeine Drinks
(] High Stress Level

Rheumatic Fever
Scarlet Fever

Sexually
Transmitted
Disease

Stroke

Suicide Attempt
Thyroid Problems
Tonsillitis
Tuberculosis
Tumors, Growths
Typhoid Fever
Ulcers

Vaginal Infections

Whooping Cough
Other

Packs/Day

Drinks/Week

Cups/Day

Reason

Are you pregnant? []Yes []No Due Date

Injuries/Surgeries you have had

Falls

Description

Head Injuries

Broken Bones

Dislocations

Surgeries

MEDICATIONS

'ALLERGIES

/HERBS/MINERALS

Pharmacy Name

Pharmacy Phone (




SECTION 1--Pain Intensity

The pain comes and goes and is very mild.
The pain is mild and does not vary much.

The pain comes and goes and is moderate.
The pain is moderate and does not vary much.
The pain is severe but comes and goes.

The pain is severe and does not vary much.
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ECTION 2--Personal Care

I would not have to change my way of washing or dressing in
order to avoid pain.

I do not normally change my way of washing or dressing even
though it causes some pain.

Washing and dressing increase the pain, but I manage not to
change my way of doing it.

Washing and dressing increase the pain and I it necessary to
change my way of doing it.

Because of the pain, I am unable to do any washing and
dressing without help.

Because of the pain, I am unable to do any washing or
dressing without help.

SECTION 6 -- Standing

A.
B.

F.

mo O

I can stand as long as I want without pain

I have some pain while standing, but it does not increase with
time.

I cannot stand for longer than one hour without increasing
pain.

I cannot stand for longer than 2 hour without increasing pain.
I can’t stand for more than 10 minutes without increasing
pain.

I avoid standing because it increases pain right away.

SECTION 7--Sleeping

A

B.
C.
D

E.

F.

I get no pain in bed.

I get pain in bed, but it does not prevent me from sleeping.
Because of pain , my normal night’s sleep is reduced by less
than one-quarter.

Because of pain, my normal night’s sleep is reduced by less
than one-half.

Because of pain, my normal night’s sleep is reduced by less
than three-quarters.

Pain prevents me from sleeping at all.

SECTION 3--Lifting

COow»

F.

I can lift heavy weights without extra pain.

I can lift heavy weights, but it causes extra pain.

Pain prevents me from lifting heavy weights off the floor.
Pain prevents me from lifting heavy weights off the floor, but
I can manage if they are conveniently positioned, e.g. on the
table.

Pain prevents me from lifting heavy weights , but I can
manage light to medium weights if they are conveniently
positioned.

I can only lift very light weights, at the most.

SECTION 8--Social Life

A.
B.
C.
D.

E.

F.

My social life is normal and gives me no pain.

My social life is normal, but increases the degree of my pain.
Pain has no significant effect on my social life apart from
limiting my more energetic interests, e.g., dancing, etc.

Pain has restricted my social life and I do not go out very
often.

Pain has restricted my social life to my home.

Pain prevents me from sleeping at all.

SECTION 4 --Walking

Pain does not prevent me from walking any distance.

Pain prevents me from walking more than one mile.

Pain prevents me from walking more than one mile.

Pain prevents me from walking more than 1/2 mile.

I can only walk while using a cane or on crutches.

I am in bed most of the time and have to crawl to the toilet.

A EEEREE
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ECTION 5--Sitting

I can sit in any chair as long as I like without pain.

I can only sit in my favorite chair as long as I like.
Pain prevents me from sitting more than one hour.
Pain prevents me from sitting more than 1/2 hour.
Pain prevents me from sitting more than ten minutes.
Pain prevents me from sitting at all.

SECTION 9--Traveling

A.
B.

C.

D.

E.
F.

I get no pain while traveling.

I get some pain while traveling, but none of my usual forms of
travel make it any worse.

I get extra pain while traveling, but it does not compel me to
seek alternative forms of travel.

I get extra pain while traveling which compels me to seek
alternative forms of travel.

Pain restricts all forms off travel.

Pain prevents all forms of travel except that done lying down.

DISABILITY INDEX SCORE: %

SECTION 10--Changing Degree of Pain

A.
B.
C.

mmy

My pain is rapidly getting better.

My pain fluctuates, but overall is definitely getting better.
My pain seems to be getting better, but improvement is slow
at present.

My pain is neither getting better nor worse.

My pain is gradually worsening.

My pain is rapidly worsening.




QUADRUPLE VISUAL ANALOGUE SCALE

Patient Name Date

Please read carefully:
Instructions: Please circle the number that best describes the question being asked.

Note:  If you have more than one complaint, please answer each question for each individual complaint and indicate the score for each
complaint. Please indicate your pain level right now, average pain, and pain at its best and worst.

Example:

Headache Neck Low Back
No pain worst possible pain

0 1 @ 3 4 @ 6 7 @ 9 10

No pain worst possible pain
0 1 2 3 4 5 6 7 8 9 10

No pain worst possible pain

No pain worst possible pain
0 1 2 3 4 5 6 7 8 9 10

4 — What is your pain level AT ITS WORST (How close to “10” dees your pain get at its worst)?

No pain worst possible pain
0 1 2 3 4 5 6 7 8 9 10

OTHER COMMENTS:

Examiner

Reprinted from Spine, 18, Von Korff M, Deyo RA, Cherkin D, Barlow SF, Back pain in primary care: Outcomes at 1 year, 855-862, 1993, with permission from Elsevier
Science.




Notice of Innova Pain Clinic Policies and Practices to
Protect the Privacy of Your Health Information

I. Uses and Disclosures for Treatment, Payment, and Health Care Operations
We may use or disclose your protected health information (PHI), for treatment, payment, and health care operations
purposes without your written authorization. To help clarify these terms, here are some definitions:

L]

“PHI” refers to information in your health record that could identify you.
“Treatment, Payment, and Health Care Operations”

»  Treatment is when we provide, coordinate, or manage your health care and other services related to
your health care. An example of treatment would be when we consult with another health care
provider, such as your family physician or another chiropractor.

*  Health Care Operations are activities that relate to the performance and operation of our practice.
Examples of health care operations are quality assessment and improvement activities, business-
related matters such as audits and administrative services, and case management and care
coordination.

“Use” applies only to activities within our practice group, such as sharing, employing, applying, utilizing,
examining, and analyzing information that identifies you.

“Disclosure” applies to activities outside of our practice group, such as releasing, transferring, or providing
access to information about you to other parties.

“Authorization” is your written permission to disclose confidential mental health information. All
authorizations to disclose must be on a specific legally required form.

I1. Other Uses and Disclosures Requiring Authorization

We may use or disclose PHI for purposes outside of treatment, payment, or health care operations when your
appropriate authorization is obtained. In those instances when we are asked for information for purposes outside of
treatment, payment, or health care operations, we will obtain an authorization from you before releasing this
information. You may revoke all such authorizations (of PHI) at any time, provided each revocation is in writing. You
may not revoke an authorization to the extent that (1) we have relied on that authorization; or (2) if the authorization
was obtained as a condition of obtaining insurance coverage, law provides the insurer the right to contest the claim
under the policy. ‘

II1. Uses and Disclosures without Authorization
We may use or disclose PHI without your consent or authorization in the following circumstances:

Child Abuse — If we have reason to believe that a child has been subjected to abuse or neglect, we must report
this belief to the appropriate authorities.

Adult and Domestic Abuse — We may disclose protected health information regarding you if we reasonably
believe that you are a victim of abuse, neglect, self-neglect or exploitation.

Health Oversight Activities — If we receive a subpoena from the Utah Board of Chiropractic Examiners (Dept
of Professional Licensing) because they are investigating our practice, we must disclose any PHI requested by
the Board.

Judicial and Administrative Proceedings — If you are involved in a court proceeding and a request is made for
information about your diagnosis and treatment or the records thereof, such information is privileged under
state law, and we will not release information without your written authorization or a court order. The
privilege does not apply when you are being evaluated or a third party or where the evaluation is court
ordered. You will be informed in advance if this is the case.

Serious Threat to Health or Safety — If you communicate to use a specific threat of imminent harm against
another individual or if we believe that there is clear, imminent risk of physical or mental injury being
inflicted against another individual, we may make disclosures that we believe are necessary to protect that
individual from harm. If we believe tat you present an imminent, serious risk of physical or mental injury or
death to yourself, we may make disclosures we consider necessary to protect you from harm.

Appointment Reminders — Our practice may use and disclose your PHI to contact you and remind you of an
appointment.

Release of Information to Family/Friends — Our practice may use and disclose your PHI to a family member
or friend who is involved in your care, or who assists in taking care of you. For example, a parent or



guardian may ask that a baby sitter take their child to the pediatrician’s office for treatment of a cold. In this
example, the baby sitter may have access to this child’s medical information.

National Security — Our practice may disclose your PHI to federal officials for intelligence and national
security activities authorized by law. We also may disclose your PHI to federal and national security activities
authorized by law. We also may disclose your PHI to federal officials in order to protect the president, other
officials or foreign heads of state, or to conduct investigations.

IV. Patient’s Rights and Physician’s Duties
Patient’s Rights:

Right to Request Restrictions — You have the right to request restrictions on certain uses and disclosures of
protected health information. However, we are not required to agree to a restriction you request.

Right to Receive Confidential Communications by Alternative Means and at Alternative Locations — You have
the right to request and receive confidential communications of PHI by alternative means and at alternative
locations. (For example, you may not want a family member to know that you are seeing a chiropractor. On
your request, we will send your bills to another address.)

Right to Inspect and Copy — You have the right to inspect or obtain a copy (or both) of PHI in our mental
health and billing records used to make decisions about you for as long as the PHI is maintained in the record.
We may deny your access to PHI under certain circumstances, but in some cases you may have this decision
reviewed. You have the right to inspect or obtain a copy (or both) of examination or treatment notes unless we
believe the disclosure of the record will be injurious to your health. On your request, we will discuss with you
the details of the request and denial process for both PHI and Notes.

Right to Amend — You have the right to request an amendment of PHI for as long as the PHI is maintained in
the record. We may deny your request. On your request, we will discuss with you the details of the
amendment process.

Right to an Accounting — You generally have the right to receive an accounting of disclosures of PHI. On
your request, we will discuss with you the details of the accounting process.

Right to a Paper Copy — You have the right to obtain a paper copy of the notice from me upon request, even if
you have agreed to receive the notice electronically.

Doctor's Duties:

We are required by law to maintain the privacy of PHI and to provide you with a notice of our legal duties
and privacy practices with respect to PHIL

We reserve the right to change the privacy policies and practices described in this notice. Unless we notify
you of such changes, however, we are required to abide by the terms currently in effect.

If we revise our policies and procedures, we will provide you with a revised notice by mail or subsequent
visit.

V. Complaints

If you are concerned that we have violated your privacy rights, or you disagree with a decision we made about access
to your records, you may contact our Director, Dr. Andrew White DC, at (435) 652-4322. You may also send a written
complaint to the Secretary of the U.S. Department of Health and Human Services.

VL Effective Date, Restrictions, and Changes to Privacy Policy
This notice will go into effect on November 1, 2010.

We reserve the right to change the privacy policies and practices described in this notice. Unless we notify
you of such changes, however, we are required to abide by the terms currently in effect.

If we revise our policies and procedures, we will provide you with a revised notice by mail or subsequent
visit.



